mesial and distal root. The lower right seven is distally impacted in to the mesially impacted lower right eight.
An OPG was taken to fully assess the extent of these impactions (Fig. 2) . As can be seen, this patient has both the lower left and right second and third molars impacting into one another. He is also missing the upper lateral incisors.
Upon further questioning the patient said that from time to time he has felt bilateral tingling sensations in his lower lip, which have increased in frequency, and there have been periods when part of his lower lip has gone numb. This could be explained by the proximity of the inferior dental nerve to these impacted teeth and the possible resorption of the bone. The patient has now been referred to the local oral and maxillofacial unit for further investigations and treatment.
In the meantime we have explained to the patient that it is prudent to try and save the lower first molar, and we have commenced root canal therapy on the lower right six and other necessary restorative work.
This case highlights the importance of good radiographic examination to provide the best overall care for patients. 
GIANT CALCULUS
Sir, we would like to present a very unusual case of giant dental calculus found on the maxilla and mandibular arches leading to facial swelling, lack of labial sealing and oral function impairments. The patient, who was female and 64 years old, was referred to the dental clinic of Varzelandia, Minas Gerais State, Brazil, due to a facial swelling and difficulties closing the lips. Her medical history revealed that she chewed tobacco, was malnourished and at general clinical examination revealed a noticeable cognitive impairment. It was noted in the history that the lesion had 20 years of progressive growth and the patient had not sought dental evaluation in that time. Due to the lesion, the patient reported severe difficulties socially and in swallowing, eating and talking. General haematological and coagulatory exams, glycaemia and blood pressure tests were normal. Renal dysfunction and diabetes were not shown. At ectoscopy, an evident facial swelling leading to absence of labial sealing and a perceptible oral mass and loss of weight were seen. The clinical oral exam revealed an extensive painful whitish brown mass, with hard consistency, absence of bleeding and detachment from the dental surface, involving the mandibular and maxilla right arches, mimicking a neoplastic lesion (Fig. 1) . The teeth had generalised severe periodontal disease, intense amounts of dental calculus and dental mobility and evidence of oral care was absent. With the clinical diagnosis of giant dental calculus, the patient was submitted to mass removal with periodontal curettes and dental extractions were performed due to the periodontal disease. Following this treFollowing this treatment, complete healing was observed. The calcified material was radiographed and submitted to demineralisation and to haematoxylin and eosin staining. The microscopic examination revealed an amorphous basophilic material with mineral crystals (Fig. 2) .
Giant dental calculus has been previously described and could be associated with systemic conditions such as poorly controlled Type 2 diabetes. [1] [2] In this case, we removed the incredible size of the calculus and important oral function impairments associated with its presence. Microscopic findings also revealed basophilic material and crystals compatible with calcium phosphates. 1 To the best of my knowledge we are the first maxillofacial unit to implement the use of such a checklist and Barts and the London NHS Trust has recently followed our example. I strongly feel that this is a milestone in ensuring patient safety and should be instituted by all maxillofacial units and even dental surgeries to improve quality of care. 
FRAUGHT WITH DANGER
Sir, I agree with Bob Chate (Dental appliances with inadequate occlusal coverage; BDJ 2011; 210: 109-110) that it can be dangerous to use part coverage splints but even the full coverage splints and intrusion wires he recommends have their dangers. A broad band of evidence tells us that in the long-term changing the occlusion usually reduces muscle tone, weakens lip seal, and increases vertical height 1,2 and an equally broad band suggests that this in turn may reduce arch length, worsen dental crowding and increase the risk of TMD or sleep apnoea. [3] [4] [5] [6] Adjusting the occlusion is fraught with danger.
In one way it is simple: all dentists know that unopposed teeth continue to erupt. Why then don't all patients have full occlusal contact; surely the contact should self correct? The answer is 'not unless the teeth are in contact enough'. The correct balance seems to be four to eight hours of light contact in 24 which will ensure an ideal occlusal height for all humans. 7 The complex bit is generating enough muscle tone to restore a satisfactory occlusion; there is no other way.
If the muscle tone is weak the teeth over-erupt, premature contacts develop and bite splints fail to work unless they are five or more millimetres high, which risks permanent facial lengthening. As a result of weak muscle tone most civilised humans have their maxilla ten or more millimetres too far down and back from its ideal relationship with the cranial vault. If this is not corrected before the child is 9-years-old they will be stuck with palliative treatment and life-long retention.
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